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In calling attention to the use of hyperemia in
lesions of the extremities and the thorax, it is my pur-
pose to refer only to the use of that form of treat-
ment known as suction or cupping. In order to be
successful with it, it is necessary for a large portion
of the extremity to be contained within the vacuum
chamber. To successfully create and maintain a
vacuum in so large a chamber as will completely
envelop an extremity, it is necessary to attach some
form of electrically propelled motor, which should be
so adapted as to be thoroughly under control while
creating the vacuum. Under such favorable conditions
a sufficient vacuum may be maintained for a period
which will allow of complete and uniform hyperemia
of all of the extremity enclosed within the chamber.
This means that the veins become fully engorged with
new blood, the tissues bathed in the vital fluid, and
bactericidal agents liberated, setting free a far more
effective death dealing agent to bacteria than any
chemical agent known to-day, to say nothing of the
stimulating effect imparted to the tissues about the
wound.

There are several lesions of the extremities in which
I have found the use of the suction hyperemia to give
very satisfactory results. One of these lesions is
chronic varicose ulcer in all forms. By this descrip¬
tion is meant the kind of varicose ulcer which often
baffles all ordinary means of treatment and tries one's
patience.

These cases all require a certain preliminary treat¬
ment, and I am in the habit of instituting hot, moist
dressings, and the soaking of the extremity in very
warm water at frequent intervals, during each day for
at least two weeks prior to operating. This, of course,
is hyperemia in one of its various forms, but this
method only prepares the tissues for the subsequent
work. After this preliminary treatment the tissues
become soft and engorged with blood, and the granu¬
lations bleed quite readily. The patient is then anes¬

thetized, the granulating surface thoroughly curetted,
and the fibrous tissue cleared away with the scalpel.
Incisions are then made in the fibrous and healthy tis¬
sues surrounding the ulcer, in order that blood may
flow into the area which is to be grafted with new skin.
After drying the tissues in the usual manner, large
Reverdin grafts are taken from an adjacent portion of
the extremity and placed in close proximity over the
denuded surface of the ulcer. Narrow strips of gutta-
percha are now placed over this graft, running at
right angles to one another, and over this one or two
layers of rubberized mesh. On top of this are placed
several layers of sterile moist gauze and the usual
dressings are applied. The limb is now put in a light
posterior plaster-of-Paris splint, and on the following
day, without disturbing the dressings, the leg is placed
in a large Bier's hyperemic boot and light suction
applied. This treatment is continued about thirty min¬
utes daily for three days. After this the dressings are
removed daily, the surface washed with salt solution
and the leg placed in the hyperemic boot for thirty min-

utes. The dressings are then reapplied, using first the
guttapercha, then the rubber mesh and other dressings.

Under this method of treatment I have, so far,
had about 90 per cent, of my grafts hold, and the
period of convalescence has not exceeded eighteen
days. At the expiration of this time a roller bandage
is applied, painting it while so put on with a soft brush
immersed in a gelatin préparation of zinc oxid
(Unna's paste.) This makes a firm, elastic stocking,
which fits the limb snugly and will not slip. This is
left in position for at least six weeks following the
patient's discharge. At the expiration of this time I
am in the habit of having the patient fitted with an
elastic stocking, in order to prevent, as far as possible,
the recurrence of these ulcers in other portions of the
same limb.

I have also been surprised and pleased with the
results obtained by the use of this same vacuum hyper¬
emia in the treatment of infected compound comminu¬
ted fractures of the extremities. Where the bones
are in good apposition and anywhere about or below
the elbow or knee, whether in a wooden splint or a

snugly fitting plaster-of-Paris dressing, these extremi¬
ties can be easily placed in the vacuum chamber, and
daily suction hyperemia instituted. -Each time the
treatment is applied, the lacerated tissues and ends of
the bone are bathed in blood and serum, these acting
as bactericidal agents. Daily applications soon control
the infection present and eventually leave a clot of
fibrinated blood between the ends of the bone, thereby
aiding osteoblastic proliferations. This same clot also
aids very materially in hastening repair in the soft
tissues. This method, if used for a period of thirty
minutes daily, commencing immediately after the
injury or operation, would probably reduce the period
of disability and convalescence about 50 per cent.

While I1 still strongly advocate the use of the open
air methods in the treatment of burns, I am also
strongly impressed with the use of this same hyper-
emic vacuum in burns of the second and third degree.
Unfortunately, up to the present, this treatment can

only be successfully applied to burns of the distal
extremity.

For more than ten years I have been using hyper¬
emia as a routine treatment in all my thoracotomies for
empyema.2 During this time I have had no cause to
regret its adoption and have been strongly impressed
with a number of good features in connection with the
treatment, since it has given quite uniform results.
First of these is the rapid and effective emptying of
the chest cavity of pus and blood, which is accom¬

plished through a medium sized opening. Second,
the early and successful expansion of the lung as
demonstrated by the Roentgen ray. Third, the early
closing of the drainage site and the absence of post¬
operative sinuses with their annoying complications.
These all make for an extremely short convalescence,
which it has been my invariable good fortune to
experience.

The site for the incision should be in the median
line of the area of dulness, and at the most dependent
portion. The incision should parallel one rib, of which
1 y2 or 2 inches should be resected. Two large drain¬
age tubes are then inserted into this opening, and
copious dressings applied, the patient having been in

1. Tennant, C. E.: The Fundamental Principles Underlying the
Treatment of Wounds on the Body Surface, The Journal A. M. A.,Dec. 10, 1910, p. 2025.

2. Tennant, C. E.: Ann. Surg., January, 1910, p. 85.
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a sitting posture during the operation, and as near on
the back as possible, in order that the sound side may
have full freedom for its respiratory excursions. On
the following day a large bell shaped cup, which not
only encloses the tube, but the extreme margins of the
incision, is placed on the chest and mild suction insti¬
tuted for a period of fifteen minutes. Frequent
inspection of the tubes should be made, for during the
period in which the suction is used, these tubes will
often become occluded with coagulated fibrin and one

might therefore presume that the chest cavity was free
from debris and pus.

With a long thumb forceps or a uterine dressing
forceps these fibrinous plugs should be drawn out of
the tubes as fast as they collect and suction renewed. I
have collected as much as 2 ounces of this fibrinous
material in one dressing. If one is careful to collect
and remove this material during the first three or four
days, there is little or no danger of a blockage from
the chest discharge, and all tubes may be removed on

the sixth day. Suction should be continued, however,
twice daily, while the dressing forceps are used to

separate the margins of the wound, until there is
nothing but blood secured from the incision. This
will occur, providing the treatment has been persistent
and effective, in about twelve days after the incision
is made.

In applying this treatment in thoracotomies I have
found that so long as the patient is comfortable and
suffers no pain while suction is being used, no harm
will come from the negative pressure in the pneumo¬
thorax cavity ; and when these patients are examined
under Roentgen ray after the twelfth day, the lung will
be found to have expanded sufficiently to obliterate the
pyogenic space, and certain adhesions have probably
formed between the parietal and pulmonary pleura
which prevent further collapse of the lung.
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SOME UNUSUAL CHANGES IN THE
VISUAL FIELDS

THE RESULT OF VASCULAR LESIONS IN THE BRAIN
AND OPTIC NERVES
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Case 1.\p=m-\Permanentquadrant and hemianopic losses fol-
lowing so-called "migrainous attacks."

Five weeks ago, I was asked to examine the eyes of a

woman, aged 46, with a visual disturbance of several days'
standing. It was stated that the patient had always enjoyed
the best of health until the present attack, which she ascribed
to the effects of a late supper of beer and Welsh rabbit,
becoming overheated from dancing, and a cold ride home in
a taxicab. The morning after these indiscretions, she awoke
with a dull headache and blurred vision, and thinking her-
self bilious, took calomel and castor oil, without, however,
procuring any abatement in her symptoms, the headache,
which was chiefly centered over the right eye, and the loss
of sight, which seemed to be confined to the same eye, still
persisting. It was at this juncture that my advice was

sought and an ophthalmic examination instituted. It needed

Abstract of paper read by invitation before the Section on Ophthal-
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but the most cursory test to determine that her visual defect
depended on a right lateral homonymous hemianopsia, though
this was resolved by perimetric test into a quadrant.defect
merely, the lower portion of both temporal halves being
normal (Fig. 1). The fixation points and the nasal fields
were also uninvolved. There were no accompanying sensory
or motor disturbances, and cerebration was clear. The
examination of the urine was negative. Corrected vision was
normal in each eye and there were no changes in the extra-
ocular or intra-ocular muscles. Both fundi were normal,
save for marked signs of vascular sclerosis, the walls of
both retinal arteries and veins being thickened and the vessels
themselves unduly tortuous. In close association with the
right inferior retinal artery, there was a small vascular new
formation, one-fourth the size of the disk, which either
marked the site of a previous hemorrhage or depended on
an aneurysmal dilatation of the artery. The patient was con¬
fined to her bed with a low diet and quiet enjoined. It was
elicited that although she had been in the habit of taking
several cocktails daily and keeping late hours, her health
had been of the best. She had never suffered previously
from migraine or any form of head pain. After a week or
more of absolute rest and liquid diet, alteratives were pre¬
scribed and more freedom in her movements tolerated.
There was no recurrence of the head pain, but the loss in
the field of vision still persisted. This may be ascribed, in
all likelihood, to definite changes produced in the visual cells
of the left cuneus, in consequence of an interference with
their function from intestinal toxemia, either from hemor¬
rhage or by reason of the formation of a thrombosis in the
terminal artery supplying them, or as a result of prolonged
spasm of the walls of the vessel.

A careful search through the literature revealed a
number of somewhat analogous cases. Of these,
Hun's1 is the most instructive. In this instance a
homonymous loss in the lower left quadrant of each
eye was found at necropsy to have been occasioned by
an atrophy of the lower half of the right cuneus (Figs.2 and 3). This case occurred in a man, aged 57
years, of extremely nervous temperament. The visual
affection came on during an attack of vertigo and
mental confusion, after several premonitory spells of
a somewhat similar nature. Death occurred two yearslater from angina.

From an inspection of the plates in Seguin's article
which represent the cortical lesions which have been
found in cases of hemianopsia, Hun was forced to the
conclusion that the fibers from the right upper quad¬
rant of each retina have their final termination in the
lower half of the right cuneus, and the fibers from
the right lower quadrant of each retina terminate in
the adjacent part of the right median occipitotemporalconvolution. Of course the same relationship holds
good between the left half of each retina and the left
cuneus and left median occipitotemporal convolution.

Spiller2 quotes a case of quadrant anopsia, reportedby Beevor and Collier,3 with necropsy and careful
microscopic study, which is exceedingly valuable in
determining the location of the cortical lesion causingquadrant anopsia. The only symptom of nervous dis¬
ease was blindness of the left upper quadrants of both
visual fields, the fixation point escaping. This condi¬tion remained constant nearly two years. Necropsyshowed that an occlusive lesion of the right posteriorcalcarine artery had caused destruction of the cortex
(1) of the right fusiform lobe for its posterior two
centimeters, (2) of the right lingual lobe from the
junction of the calcarine and parieto-occipital fissures

1. Hun: Am. Jour. Med. Sc., January, 1887.
2. Spiller: The Eye and Nervous System,
3. Beevor and Collier: Brain, 1904.
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